INTRODUCTION
Giant Cell Tumor (GCT) of the bone first described by Cooper in 1818 before then Virchow showed their potency of malignancy.
1,2 Giant cell tumor is a benign locally aggressive tumor with a high tendency to recurrence, and a low rate of pulmonary metastases. In 90% of cases, the tumor occurs in the long bones, especially near the epiphysis. Approximately 8% of all giant cell tumors involve the distal part of the radius. 3 Although rarely lethal, GCT may be related with the compromised local bony architecture that can be a big problem in periarticular locations. 4 GCT has also a relatively high recurrence rate. And the metastases occur in 1-9% of patients and some studies have correlated the incidence of metastases with aggressive growth and local recurrence. GCT of bone shows in 20% of biopsy analyzed benign bone tumors. It affects young adults between the ages of 20 and 40 years, some studies have reported a slight predominance of women over men and also mostly can be seen in patients over 50 years old.
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Ninety percent of GCT exhibits the typical epiphyseal location. The joint and or its capsule are rarely invaded, and the lesion is likely to be found in the metaphysis. Fifty percent of GCTs arise around the knee region. Other frequent sites include the fibular head, the proximal femur, and the proximal humerus, but pelvic GCT is rare.
Since the 1970s, vascularized bone grafting has become an option in the treatment of bony defects and non-unions. In recent years, have seen many novel techniques described to treat a variety of so many upper extremity pathologies. 5 The aim of treatment is the complete removal of a tumor and the preservation of the maximum function of the extremity. Lower rates of local recurrence have been noted after wide resection of the diseased bone; a complex reconstruction procedure (arthroplasty) or arthrodesis of the wrist is required to substitute the radius. One method to close the defect is using a vascularized fibular graft as a substitute for the distal radius.
3
The free vascularized fibulas have been the gold standard of long bone reconstruction because of its inception in 1975. In upper extremity, the tubular shape of the bones and easy access to recipient's vessels renders it one of the most promising locations for free fibular transfer. The fibula's size and shape are very similar to the diaphysis of radius and ulna, making it an ideal donor for reconstruction of significant forearm bone loss. These similarities often enable vascularized fibula reconstruction to produce a stable forearm and wrist.
5,6

CASE REPORT
A 29-year-old female complained about a lump on her right wrist since 4 years ago. The lump was initially small, and gradually getting larger. The size of the lump is 8x6 cm, no venectasis or discoloration. The lump was fixed, well-defined margin, tender, solid, firm consistency, and normal distal vascularization. Limited movement of the wrist.
ABSTRACT
Giant cell tumor (GCT) of the distal radius is a rare and unpredictable lesion. The aim of treatment is complete removal of the tumor and preservation of the maximum function of the extremity. Lower rates of local recurrence have been noted after wide resection of the diseased bone. Its standard treatment has ranged from surgical curettage to wide resection. One method for closing the defect is using the head of the fibula as a substitute for the distal radius. The healing of vascularized fibular graft is very quick and without bone resorption. Thus, in the procedure for reconstruction and limb salvage after bone tumor resection of the distal radius, the free vascularized fibular graft with the fibular head is an ideal substitute. This case report will show a patient with GCT that successfully treated by an excision of GCT followed by reconstruction of distal radius using free vascularized fibular graft. 
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X-ray showed osteolytic lesion over the metadiaphysis of the radius with the geographic pattern, well-defined margin without periosteal reaction, without any matrix (soap bubble appearance), with soft tissue extension.
The patient underwent wide excision and distal radius reconstruction using a free vascularized fibular graft from left fibula. The fibula was transferred along with the shaft to replace the radial joint surface and fixated using plate and screw, to manage the tension of the vascular anastomosis and result in union. Radial artery anastomosed to the peroneal artery and fibular vein anastomosed to the cephalic vein. The patient was discharged day 5 post operation with viable flap, distal vascularization was within normal limit.
DISCUSSION
Giant cell tumor is a benign locally aggressive tumor with a high tendency to recurrence, and a low rate of pulmonary metastases. In 90% of cases, the tumor occurs in the long bones, especially near The patient had a GCT on the right distal radius with the symptoms of lump on her right wrist since 4 years ago, which was initially small, and gradually getting larger. The size of the lump is 8x6 cm, no venectasis or discoloration. The lump was fixed, well-defined margin, tender, solid, firm consistency, and normal distal vascularization. The patient underwent wide excision and distal radius reconstruction using a free vascularized fibular graft from left fibula. The fibula was transferred along with the shaft to replace the radial joint surface and fixated using plate and screw, to manage the tension of the vascular anastomosis and result in union. Radial artery anastomosed to the peroneal artery and fibular vein anastomosed to the cephalic vein. The patient was discharged day 5 th post operation with viable flap, distal vascularization was within normal limit.
The vascularized free fibular graft is one method to substitute the bony defect after wide excision of GCT. Historically, vascularized bone grafting is reserved for a segmental bone loss more than 6 cm associated with a poorly vascularized local soft tissue environment. Vascularized bone grafts also contain living osteocytes and osteoblasts, it can maintain its own viability and serves as good osteoconductive and osteoinductive graft. It also allows for primary bony healing into the recipient site, instead of depending on the remodeling process of the recipient bone (which may be compromised due to radiation, infection, or avascular necrosis). Because of its potential to allow further bone growth, the free fibular epiphyseal transfer can be used for the hip, or for distal radius defects caused by the radical resection of a tumor.
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The free vascularized fibulas have been the gold standard of long bone reconstruction because of its inception in 1975. Numerous reports have demonstrated the success of these grafts, with union rates up to 80% on first time grafting, and up to 97% following supplemental grafting. In adults, it can provide up to 25 cm of straight, cortical bone along with a reliable vascular pedicle with low donor site morbidity. In upper extremity, the tubular shape of the bones and easy access to recipient's vessels renders it one of the most promising locations for free fibular transfer.
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The fibula's size and shape are very similar to the diaphysis of radius and ulna, making it an ideal donor for reconstruction of significant forearm bone loss. These similarities often enable vascularized fibula reconstruction to produce a stable forearm and wrist. Furthermore, the rapid maturation of the graft enables early load bearing and resumption of activities. Forearm free fibula reconstruction has achieved excellent results by most reports, with 85 to 89% of patients attaining union of the graft. In a large series by Han et al. 7 , there was a 15% rate of non-union; however, none of the grafts developed asymptomatic non-union, yielding limb salvage in all patients with forearm reconstruction. The most common bony complication following free fibular transfer to the forearm is stress fractures, seen in up to 17% of patients.
